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INTRODUCTION 


PURPOSE  OF  THE  THESIS 

In  the  following  thesis,  the  writer  has  en- 
deavored to  do  two  things.  First  is  to  make  a short 
tracing  of  the  historic  background  and  development  of 
the  Child  Guidance  Clinic,  which  grew  out  of  the 
Mental  Hygiene  Movement.  This  shows  the  growth  of  the 
recognition  of  a need  in  the  community  which  the  Child 
Guidance  Clinic  was  to  fill. 

The  second  part  of  the  thesis  is  devoted  to  a 
study  of  thirty-six  cases  which  comprises  the  new 
treatment  cases  referred  to  the  West  End  Child  Guidance 
Clinic  during  the  fiscal  year  beginning  July  first,  1943, 
and  ending  June  thirtieth,  1944.  The  purpose  of  the 
case  study  was  to  see  if  there  is  any  relationship  be- 
tween the  problem  for  which  the  child  is  referred,  and 
the  more  basic  emotional  maladjustments  in  the  home, 
that  may  have  caused  the  behavior  symptoms  in  the  child. 
The  study  is  to  bring  out  the  effect  of  poor  home  con- 
ditions on  the  child  in  relation  to  the  problems  for 
which  he  was  referred. 


Each  case  record,  (records  which  contain  the 
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social  service  notes,  the  psychological  reports,  and 
the  psychiatric  record),  was  read  and  analyzed  with 
reference  to  such  things  in  the  child’s  background  as; 
the  type  of  home,  characteristics  and  personalities  of 
those  in  the  household,  the  relations  between  members 
of  the  household,  the  stability  of  the  home,  the  child’s 
school  record,  his  social  adjustment,  and  his  early 
development  and  health.  Notes  were  made  of  any  traumatic 
experiences  which  the  child  might  have  experienced. 

i 

Of  the  thirty-six  cases  studied,  twenty-four 
were  full  service  cases,  and  include  a full  social 
history.  The  study  of  these  cases  were  fairly  complete. 
The  remaining  twelve  were  short  service  cases  in  which, 
in  some  cases,  a limited  amount  of  information  was 
obtained,  as  they  do  not  contain  a full  social  history. 
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CHAPTER  I 


THE  MENTAL  HYGIENE  MOVEMENT 

Child  Guidance  had  its  beginning  as  a part  of 
the  mental  hygiene  movement  that  was  prevalent  during 
the  twentieth  century.  This  movement  was  emphasized 
by  the  change  in  the  attitude  towards  the  treatment  of 
mental  illnesses.  Formerly,  the  insane  were  considered 
with  a great  deal  of  suspicion.  In  early  cultures,  the 
person  with  a disordered  mind  was  variously  conceived 
to  be  a madman,  a fool,  a person  possessed  with  demons, 
or  one  who  had  outraged  the  Gods,  and  was  now  being 
punished  for  his  sins.  The  common  practice  was  to 
drive  the  spirit  from  the  body  by  means  of  magic  rituals 
and  cerimonials,  thus  freeing  the  individual  from  the 
supernatural,  or  to  free  him  from  the  magic  spell.  Later, 
drugs  and  herbs  were  used.  During  the  Middle  Ages,  the 
person  possessed  by  demons  was  tortured  and  scourged 
because  of  the  common  belief  that  he  practiced 
witchcraft. 

Long  after  the  theories  of  magic,  demoniacal 
possession,  and  punishment  of  sin  were  discarded,  the 
belief  developed  that  mental  diseases  could  be  studied 
like  any  other  disease;  as  a definite  organic  disorder. 
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Treatment  during  this  period  was  mostly  by  custodial 
care,  restraint,  or  confinement.  In  the  nineteenth 
century,  the  movement  was  towards  improved  custodial 
care.  At  this  time  Kraepelin  devised  his  classification 
of  mental  disorders.  These  classifications  were  based 
on  symptoms  rather  than  causes.  In  Austria,  Sigmund 
Freud,  through  his  study  of  hysteria,  founded  the 
theory  of  psychoanalysis.  This  analysis  of  the  uncon- 
scious opened  a new  way  to  the  understanding  of  the 
human  mind.  A dynamic  view  of  personality  developed. 
Freud’s  theory  of  psychoanalysis  spread  rapidly  and 
affected  the  view  point  of  many  American  psychiatrists* 

The  development  of  psychology  into  the  field 
of  human  behavior,  into  child  study,  psychological 
testing,  and  the  stimulated  interest  in  child  life  and 
development,  caused  the  importance  of  the  early  years 
of  a child’s  life  to  be  emphasized.  An  understanding 
developed  regarding  the  importance  of  early  emotional 
development  and  its  lasting  effect  on  personality. 
Psychometric  studies  of  the  individual  revealed  the 
wide  variations  in  human  intelligence  and  ability.  The 
development  of  psychological  clinics,  the  earliest  of 
which  was  Witmer’s  in  Philadelphia  in  1896,  accumulated 
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knowledge  showing  the  nature  of  these  individual 
differences,  and  their  effect  on  development. 

Thus,  by  the  start  of  the  twentieth  century,  a 
new  outlook  was  seen  for  the  treatment  of  mental 
diseases.  Psychiatry  became  concerned  with  causes, 
the  introduction  of  psychoanalysis,  and  the  emphasis 
upon  individual  differences.  All  these  lead  to  the 
evolution  of  the  mental  hygiene  movement,  the  consid- 
eration of  personality  as  emotionally  motivated,  and 
the  consideration  of  the  subconscious  in  human  behavior. 

The  mental  hygiene  movement,  which  originated 
in  America  during  the  twentieth  century,  was  chiefly 
due  to  the  efforts  of  Clifford  Beers  who  had,  himself, 
spent  three  years  as  an  inmate  in  three  different 
institutions  in  Connecticut,  where  he  had  received 
typically  harsh  treatment.  Upon  his  recovery  and 
.release,  he  wrote  a book  about  his  treatment  and  ex- 
periences in  the  institutions.  A book  that  was  to  become 
well  known,  called.  The  Mind  That  Found  Itself. 

Within  this  same  year,  the  first  state  committee 
on  mental  hygiene  was  founded  in  Connecticut.  With  the 
aid  of  his  book,  Clifford  Beers  put  all  his  efforts  into 
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helping  to  improve  the  treatments  of  the  mentally  ill. 

This  was  the  first  direction  of  the  mental  hygiene 
movement. 

Attention  was  drawn  from  the  classification  of 
mental  disorders  according  to  symptoms,  to  the  caustive 
factors,  which  had  brought  to  light  the  importance  of 
personality  adjustment. 

Another  important  factor  of  this  movement  was 
that  of  prevention.  This  had  already  been  adopted  by 
the  medical  profession.  Still  another  phase  was  the 
dissemination  of  knowledge  among  the  lay  people, 
concerning  the  prevention  and  treatment  of  mental  illness. 

The  World  V/ar,  (1914-1918),  brought  a new 
emphasis  on  the  necessity  of  mental  health,  as  well  as 
physical  health.  Efforts  were  made  to  screen  out  those 
individuals  who  were  already  affected,  and  those  who 
were  likely  to  fall  victims  of  mental  disorders.  An 
increased  interest  in  psychiatry  sprung  up  following 
this  war,  and  institutions  for  veterans  were  established 
with  high  standards.  These  inevitably  affected 
civilian  institutions.  The  approach  to  mental  illness 
in  these  hospitals  began  to  change  from  custodial  care 
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to  active  treatment  and  therapy.  Psychiatry  found  a 
larger  place  in  mental  institutions. 

The  mental  hygiene  movement  was  felt  in  every 
field  of  social  welfare.  The  impact  of  this  movement 
was  also  felt  in  the  field  of  delinquency  from  which 
developed  the  Child  Guidance  Clinic,  and  a recognition 
of  the  importance  of  formative  years  in  a child’s  life. 
The  mental  hygiene  movement  was  an  effort  to  understand 
the  human  personality,  and  to  develop  sound  mental 
health  by  recognizing  the  importance  of  mental  and 
emotional  factors  as  well  as  physical  factors. 
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CHAPTER  II 


THE  DEVELOPMENT  OF  CHILD  GUIDANCE 

Although  the  first  Child  Guidance  Clinic  was 
not  established  until  1922,  there  had  been  steps  in 
that  direction  at  a much  earlier  date.  In  1896,  Witmer 
established  a psychological  clinic  at  the  University 
of  Pennsylvania,  but  the  emphasis  was  educational.  In 
1909,  Dr  Healy  began  his  work  with  delinquents,  who 
were  referred  by  the  Juvenile  Court  of  Chicago  to  the 
Juvenile  Psychopathic  Institute,  and  was  assisted  by 
psychologists,  who  gave  mental  tests,  and  "field  workers", 
who  gathered  information  pertaining  to  the  delinquent's 
background.  The  work  of  both  these  men  revealed  the 
importance  of  the  child's  emotional  life  in  his  per- 
sonality adjustments  and  later  adult  maladjustment.  Two 
more  clinics  were  established,  that  did  not  have 
exclusive  stress  on  juvenile  delinquency.  In  1912,  a 
clinic  was  established  at  the  Boston  Psychopathic 
Hospital,  and  in  the  following  year  another  was  started 
at  the  Henry  Phipps  Psychopathic  Hospital  in  Baltimore, 
Maryland.  Judge  Harvey  H.  Baker  of  Boston  urged  the 
establishment  of  a local  clinic  similar  to  the  one 
connected  to  the  Juvenile  Court  in  Chicago.  After  his 
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death  in  1915,  his  friends  undertook  the  project  of 
establishing  a foundation  bearing  his  name  to  carry 
out  his  recommendations.  By  1917,  the  finances  of  the 
new  foundation  were  such  as  to  enable  them  to  make  a 
beginning  in  the  work*  At  first  its  service  was  mostly 
diagnostic  and  advisory,  but  later,  it  began  to  serve 
other  agencies  besides  the  court* 


About  1920,  the  National  Committee  for  Mental 
Hygiene,  through  the  establishment  of  a Division  on  the 
Prevention  of  Delinquency,  set  up  demonstration  clinics 
throughout  the  country  with  the  backing  of  the 
Commonwealth  Fund.  A five  year  experimental  program 
was  set  up  and  put  into  effect  in  1922.  It  had  four 
aims. 

1.  To  develop  the  psychiatric  study  of 
difficult  pre-delinquent  and  delinquent 
children,  and  to  develop  sound  methods 
of  treatment  based  on  such  study. 

2.  To  develop  the  work  of  visiting 
teachers,  whereby  the  invaluable 
early  contacts  that  our  school 
system  makes  possible  to  every 
child,  may  be  utilized  for  the 
understanding  and  development  of 
the  child* 

3.  To  provide  courses  of  training— for 
those  qualified  to  enter  this  field* 

4.  To  extend  by  various  educational 


efforts  the  knowledge  and  use  of  these 

methods .1 

To  carry  out  the  plan,  the  New  York  School  of- 
Social  Work  offered  courses  in  psychiatric  social  work, 
and  provided  a fellowship  for  training  in  this  new  field, 
and  for  establishing  a psychiatric  clinic  for  the  study 
and  treatment  of  children’s  problems,  and  thus  provide 
for  field  training  of  students.  The  National  Committee 
on  Mental  Hygiene,  through  its  Division  on  Prevention 
of  Delinquency,  carried  on  demonstration  clinics.  The 
Public  Education  Association  of  New  York,  through  a 
new  organization  known  as  the  National  Committee  of 
Visiting  Teachers,  conducted  demonstrations  on  the 
visiting  teacher’s  work  in  different  parts  of  the 
country.  To  interpret  the  work  through  publications, 
the  Commonwealth  Fund  set  up  an  agency  known  as  the 
Joint  Committee  on  Methods  of  Preventing  Delinquency. 
Demonstration  Clinics  were  started  in  St.  Louis,  -Norfolk, 
Dallas,  Minneapolis,  St.  Paul,  Los  Angeles,  Cleveland, 
and  Philadelphia. 


1 George  S.  Stevenson  and  Geddes  Smith,  Child 
Guidance  Clinics  - A Quarter  Century  of  Development. 
New  York:' the  Commonwealth  Fund,  1934,.  p.  143." 
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In  1922,  the  National  Committee  for  Mental 
Hygiene  brought  into  a combination,  the  specialized 
skills  of  psychiatry,  psychology,  and  psychiatric 
social  work,  to  form  a Child  Guidance  Clinic.  This  was 
the  first  effort  to  bring  together  these  three  skills, 
and  it  was  this  factor  that  marked  the  Child  Guidance 
Clinic  as  unique.  This  clinic  was  to  serve  children 

! 

with  personality  and  behavior  difficulties.  The  first 
demonstration  clinic  was  started  in  St.  Louis  in  1922. 

It*  s staff  consisted  of  a psychiatrist,  a psychologist, 
and  a psychiatric  social  worker.'  At  first,  three- 
fourths  of  the  referrals  were  made  by  Juvenile  Courts. 
However,  it  was  decided  that  if  the  purpose  of  prevention 
was  to  be  carried  out,  the  problem  would  have  to  be 
tackled  long  before  this  stage.  It  was  discovered  that 
more  stress  was  needed  on  social  work,  and  the  number 
of  social  workers  was  changed  to  three. 

By  1930,  the  pattern,  structure,  and  function 
of  the  Child  Guidance  Clinic  was  fairly  well  established. 
Referrals  were  mostly  from  schools,  other  social 
agencies,  community  agencies,  (such  as  churches),  former 
clients,  and  the  Juvenile  Court;  although  referrals 
from  the  court  have  shown  a yearly  decrease. 
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The  Child  Guidance  Clinic  came  as  an  answer  to 
the  pressure  of  certain  needs.  It  was  largely  through 
the  efforts  of  those  who  were  concerned  with  behavior 
difficulties,  that  attention  was  centered  on  the  fact 
that  tendencies,  which  lead  to  mental  disease, 
delinquency,  and  dependency,  often  appeared  in  childhood. 
Teachers  and  parents,  who  were  concerned  with  the 
rearing  and  educating  of  normal  children,  and  in  minor 
respects,  with  abnormal  trends,  saw  in  Child  Guidance 
an  answer  to  their  needs  for  better  understanding  of 
the  child  and  his  development.  Parents  were  becoming 

I more  self  conscious  and  more  impressed  with  their 
responsibilities.  In  times  of  rapid  social  changes 
and  development  of  new  ideas  and  attitudes,  parents 
become  confused  and  often  face  the  conflict  between  the 
new  and  the  old  theories.  Thus,  they  are  willing  to 
seek  advice  and  guidance. 

Massachusetts  was  the  first  state  to  provide 
for  a State  Division  of  Mental  Hygiene  in  1922.  The 

! | 

establishment  of  Child  Guidance  Clinics,  financed  by 
the  state,  was  one  of  the  major  activities  for  which 

I 

o 

it  provided. c Massachusetts  had  taken  a leading  part 

I ' 

2 Acts  of  1922,  Chapter  519 
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in  the  Mental  Hygiene  Movement  and  especially  in  the 
development  of  psychiatric  social  work* 

In  1919,  the  Legislature  made  it  compulsory  to 
examine  all  children  who  were  three  or  more  years 
retarded  in  school*  To  provide  for  this  service. 
Traveling  Clinics  were  started  by  the  State  Hospitals, 
and  the  Massachusetts  State  School  for  the  Feeble 
Minded.  If  there  were  ten  or  more  such  children  in  a 
community,  it  was  compulsory  to  form  a special  class* 

By  1920,  Outpatient  Mental  Hygiene  Clinics 
were  established,  giving  service  to  both  adults  and 
children* 

In  November  1921,  Dr  Douglas  A.  Thom  was  asked 
to  make  a survey  of  the  health  clinics  of  the  Baby 
Hygiene  Association  of  Boston,  to  determine  whether 
psychiatry  had  anything  to  offer  in  their  program  of 
preventive  medicine.  Dr  Thom  recognized  the  opportunity 
and  possibilities  of  psychiatry  in  this  line,  so  three 


3 Acts  of  1919,  Chapter  277 
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clinics  under  his  direction  were  put  into  operation 
under  the  Community  Health  Association,  and  were  called 
Habit  Clinics.  These  were  apparently  the  first  clinics 
in  the  country  established  especially  for  the 
psychiatric  therapy  for  young  children. 

In  1922,  when  the  state  Division  of  Mental  Hygiene 
was  established.  Dr  Thom  was  made  director  of  the 
division.  In  1923,  three  clinics  were  opened  in  the 
City  of  Boston,  and  since  that  time,  they  have  spread 
throughout  the  state* 
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CHAPTER  III 


THE  CHILD  GUIDANCE  CLINIC  IN  OPERATION 

The  purpose  of  child  guidance  is  basically 
preventative,  as  behavior  difficulties  in  childhood 
may  develop  into  social  oT  economic  failure  in  later 
life,  or  it  may  be  a sign  of  delinquency,  dependency, 
or  personality  maladjustment* 

Stevenson  and  Smith  state  the  aim  of  child 
guidance  as  follows: 


Functionally,  it  is  an  agency  for  bettering 
the  adjustment  of  children  to  their  immediate 
environment  with  special  reference  to  their 
social  relations,  to  the  end  that  they  may 
be  free  to  develop  to  the  limit  of  their 
individual  capacities  for  well  balanced 
maturity. 1 


The  intake  of  a Child  Guidance  Clinic  is 
limited  to  children  who  lie  within  the  range  of  normal 
intelligence.  Children  are  brought  to  the  clinic 
because  of  unacceptable  behavior  which  is  usually 
traceable  to  emotional  disturbances  within  the  child. 


1 Stevenson  and  Smith,  op.  cit . , p.  180 
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or  within  the  parents* 

Children  are  referred  to  clinics  because  of 
such  behavior  problems  as  disobedience,  stealing,  lying, 
temper -tantrums , and  truancy;  and  because  of  such  person- 
ality difficulties  as  nervousness,  shyness,  inattentive- 
ness, quarrelsomeness,  overactivity,  and  jealousy.  A 
great  many  children  are  referred  because  of  school 
problems,  such  as  poor  work,  lack  of  concentration, 
retardation,  or  indifference,  which  are  usually  in- 
dicative of  emotional  disorder.  In  some  cases,  the 
Child  Guidance  Clinic  offers  diagnostic  service,  such 
as  the  technical  evaluation  of  a child’s  capacity  and 
potentialities,  as  a guide  in  such  action  as  adoption 
or  school  placement* 

The  demonstration  clinics  set  up  in  1922  clearly 
Indicated  the  value  of  the  clinic  team,  made  up  of  a 
psychiatrist,  psychiatric  social  worker,  (often  more  than 
one),  and  a psychologist.  Each  has  a definite  contri- 
bution in  the  psychiatric  study  and  treatment  of  the 
child.  The  psychiatrist  usually  acts  as  clinic  director, 
and  has  ttie  final  decision  in  case  studies  and  treatment. 

The  Child  Guidance  Clinic  receives  referrals 


I 


from  many  different  sources,  the  chief  of  which  are, 
schools,  physicians,  health  agencies,  former  clients, 
and  other  social  agencies,  especially  childrenfcagencies • 
However,  the  application  for  service  is  made  by  a 
parent  or  the  child’s  guardian*  The  intake  interview 
is  conducted  by  a social  worker,  and  on  the  basis  of 
the  intake  information,  the  clinic  staff  decides 
whether  to  accept  the  patient  or  not,  and  they  also 
determine  whether  or  no  t they  are  best  able  to  serve 
the  need  in  the  case.  If  the  case  is  accepted,  the 
child  is  usually  seen  by  the  psychologist,  who  through 


the  psychological  tests  makes  an  estimate  of  the  child’s 
intellectual  ability  and  potentiality.  Then  the 
psychiatrist  has  an  interview  with  the  child  alone  and 
makes  her  observation.  By  this  she  gains  some  insight 
into  the  child’s  emotional  problem.  She  than  sees  the 
parent  who  states  the  problem  and  gives  the  psychiatrist 
certain  background  information.  Some  clinics  offer  the 
services  of  a pediatrician,  who  makes  a physical  exam- 
ination, but  this  is  not  possible  in  all  clinics,  and 
parents  are  referred  to  their  own  family  doctor,  or  to 
medical  clinics  for  physical  check  ups.  If  full  service 
is  indicated,  a full  social  history  is  obtained  by  the 
psychiatric  social  worker,  through  contacts  with  the 
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home  and  school*  She  tries  to  obtain  a picture  of  the 
emotional  interplay  between  the  child  and  other  members 
of  the  family.  Each  member  of  the  clinic  records  the 
information  which  they  have  obtained,  and  the  case 

I 

record  is  often  discussed  at  a staff  meeting  in  order  to 
come  to  a decision  for  a plan  of  treatment.  As  the 

I 

treatment  is  carried  on,  there  are  frequent  consultations 
between  the  members  of  the  clinic  staff. 

Treatment,  for  the  most  part,  consists  of 
psychotherapy  for  which  the  psychiatrist  has  major 
responsibility;  though  the  social  worker  may,  under 
the  direction  of  the  psychiatrist,  have  a part  in  this 
phase  of  the  treatment.  Another  major  part  of  the 
treatment  is  environmental  manipulation  for  which  the 
psychiatric  social  worker  is  responsible.  This  consists 
of  such  adjustments  as  changes  in  school  arrangements, 
and  the  discovery  of  recreational  facilities.  Another 
important  duty  of  the  social  worker  is  the  interpretation 
of  the  child’s  problem  and  treatment  to  the  parent.  The 
social  worker  may  also  work  with  the  attitudes  of  those 
in  the  household,  and  in  this  way  try  to  relieve  the 
emotional  strain  on  the  child.  When  the  services  of 
another  agency,  such  as  a medical  clinic,  are  needed. 
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the  parent  is  referred  to  the  appropriate  agency. 
Psychotherapy  is  by  no  means  confined  to  the  treatment 
of  the  child,  as  often  the  major  difficulty  is  found 
not  in  the  child,  but  in  the  emotional  make-up  of  the 
parents. 

In  some  clinics,  the  child  is  seen  by  the 
psychiatrist  while  the  social  worker  talks  with  the 
parents.  However,  some  psychiatrists  find  it  more 
advantageous  to  see  both  the  child  and  the  parent,  in 
order  to  carry  on  psychotherapy. 
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CHAPTER  IV 

INTAKE  STATISTICS:  WEST  END  CLINIC  FOR 

THE  FISCAL  YEAR  OF  1944  ( 7/l/43 -6/30/44) 

The  West  End  Clinic  is  held  on  Wednesday 
afternoons  at  the  West  End  Health  Unit  on  Blossom  Street, 
Boston.  This  clinic  was  established  on  January  twelfth, 
1924.  It  may  be  considered  one  of  the  most  successful 
of  the  state  Child  Guidance  Clinics  that  were  formerly 
known  as  Habit  Clinics.  The  statistics  show  that  the 
clinic  served  its  largest  number  of  cases  in  the  years 
of  1939  and  1940.  The  statistics  of  other  state 
clinics  also  show  a comparable  rise  in  intake  during 
these  same  years. 

The  clinic  is  closed  during  the  month  of  August 
to  allow  for  vacation  time  for  the  staff  members. 

During  the  working  year  of  1944,  there  were  forty-seven 
sessions  with  a total  of  seven  hundred  and  seventy-one 
visits  by  clients,  making  an  average  of  sixteen  and 
four-tenths  visits  per  clinic  session,  and  an  average 
of  seven  and  six-tenths  visits  per  child.  In  con- 
sidering these  last  two  figures,  however,  we  must  bear 

I 

in  mind  that  they  are  statistical  averages,  and  that 
some  children  make  many  more  visits  to  the  clinic  than 


vi  ::  ' :o 

....  : 201 

- ..  -t  . c • 


■ ; • • 2 ' . ' c ' ' v.  ; ’ ' 

' i ■ ’ • ' ■ 

, ' . • r.  c . o - ; 

. r ••  *2  c ’ ' * • • ■ . • . C 

•'  • .*  4 . 1 -.  c . A ' or.'  : ' -.An  Ac 

..  J-  d ■ .cr  ' . : . ; ‘ \ J : ’ .-r:l 


‘ . . ’ I 

. 0S9I 

...  ' . 33  OH'  A 


. : : , . j ' • 

. : ' • ■ . Od 

< • r o.5  : ..  - : 

S )L  : o ' ri  * : * ' : : c . ‘ as  " 3 

t • ' 

r-  br  < : . r 

- . C : . - 

• • 

t . ' 1 . 

n o ' • "o  onJ  c ad  ' iAv  -n  t. . o':-  ••  .v;.  r ; « 


_ 


the  statistical  average,  while  others  make  fewer  clinic 
visits • 

The  clinic  served  one  hundred  and  six  cases. 

The  following  tables  summarize  the  statistics  that 
cover  the  period  from  which  I have  selected  my  cases 
for  a case  study  as  stated  in  the  purpose  of  the  thesis. 

TABLE  I 

Case  Load  of  the  West  End  Clinic  Covering 
the  Fiscal  Year  of  1944  (7/l/43  - 6/30/44) 


Cases  Totals 

Cases  carried  over  from  previous  year  34 

New  cases  64 

a.  New  diagnostic  cases  28 

b.  New  treatment  cases  36 

Reopened  from  previous  years  3 

Transfers  from  other  clinics  5 

Total  cases  served  106 


The  writer  chose  for  her  case  study  the 
thirty-six  treatment  cases  referred  during  1944* 


TABLE  II 


West  End  Cases  Closed  During  Fiscal  Year  1944 


Cases 


Totals 


Diagnostic  cases  closed  28 

Treatment  cases  closed  34 

a.  Treatment  cases  closed  improved  32 

b.  ” ” ” unimproved  0 

c.  ” " ” unknown  2 


Total  cases  closed 


62 
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TABLE  III 


Cases  Served  by  West  End  Clinic 
During  the  Fiscal  Year  1944 


Cases  Totals 

Cases  served  106 

Cases  opened  and  reopened  this  year  2 

Cases  opened  and  reopened  - total  108 

Cases  closed  62 

Cases  transferred  3 

Cases  closed  or  transferred  - total  65 

Cases  carried  over  to  next  year  43 

a,  boys  - 31 

b.  girls  - 12 
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TABLE  IV 


Attendance  at  West  End  Clinic  During  Fiscal  Year  1944 


Case  s 

Totals 

Average  per  Month 

Old  cases  attending 

254 

23 

Total  cases  attending 

328 

30 

a.  boys 

229 

21 

b.  girls 

99 

9 
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TABLE  V 


Ages  and  Sex  of  Cases  Served  by  the 
West  End  Clinic  During  the  Fiscal  Year  of  1944 


Ages 

Male 

Sex 

Female 

Preschool  under 

1 year 

0 

0 

1 

0 

0 

2 years 

1 

0 

3 

5 

4 

4 

3 

0 

5 

5 

3 

Elementary 

6 

7 

4 

7 

9 

2 

8 

4 

4 

9 

4 

0 

10 

3 

0 

Junior  High  School 

11 

0 

0 

12 

1 

0 

13 

1 

1 

14 

1 

0 

Senior  High  School 

15 

0 

0 

16 

0 

1 

17 

1 

0 

Total  cases 

served 

45 

19 

It  is  interesting  to  note  from  the  above  table, 
that  the  clinic  serves  more  than  twice  as  many  boys  as 
girls.  This  has  also  held  true  in  the  statistics  of 
Other  clinics  and  of  other  years. 
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The  majority  of  cases,  seem  to  fall  between  the 
ages  of  six  and  eight.  One  factor  that  seems  to  in- 
fluence this  fact,  is  that  many  of  the  children’s 
problems  and  emotional  disorders  do  not  become  evident 
until  the  child  is  forced  to  make  the  new  and  additional 
adjustment  of  attending  school.  We  find  that  a large 
percentage  of  referrals  are  made  by  schools. 
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TABLE  VI 


Sources  of  Referrals  of  New  Cases  at 
West  End  Clinic  During  Fiscal  Year  of  1944 


Sources 

No  of  Referrals 

Children's  agencies 

15 

Clinic  staff 

1 

Community  education 

0 

Court 

1 

Family  agencies 

4 

Former  clients 

0 

Friends  and  relatives 

9 

Health  agencies 

12 

Physicians 

5 

Schools 

17 

Others 

0 

Total 

64 

From  the  above  table,  we  find  that  over 
twenty-five  per  cent  of  the  referrals  were  made  by 
schools*  This  figure  is  slightly  weighted  by  the  fact 
that  half  of  this  number  was  referred  by  the  supervisor 
of  primary  grades  in  one  school,  who  is  quick  to 
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recognize  children's  problems,  and  frequently  refers 
cases  to  the  Child  Guidance  Clinic.  Children's  agencies 
refer  about  twenty-five  per  cent,  and  health  agencies 
refer  about  nineteen  per  cent  of  the  cases.  We  find 
that  the  school  referrals  are  usually  because  of 
problems  pertaining  to  poor  school  adjustment.  Children’s 
agencies  refer  cases  for  diagnostic  service,  behavior 
and  personality,  as  well  as  school  adjustment  problems. 
Health  agencies  refer  mostly  behavior  problems,  and 
occasionally  problems  of  school  adjustment. 
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CHAPTER  V 


STUDY  OF  TREATMENT  CASES : GENERAL  FACTS 

As  stated  in  the  beginning  of  the  thesis,  a 
case  study  was  made  of  thirty-six  cases,  which  comprised 
the  total  intake  of  treatment  cases  that  were  referred 
to  the  West  End  Clinic  during  the  fiscal  year  of  1944, 
(7/l/45  - 6/30/44).  The  purpose  of  the  study  was  to  see 
if  similar  behavior  or  manifested  symptoms  stemmed  from 
similar  behavior  upheavals  in  the  background.  This 
study  is  limited  by  the  comparatively  small  number  of 
cases,  and,  therefore,  the  formation  of  any  definite 
conclusions  are  impossible.  However,  a great  deal  was 
learned  about  the  reaction  of  children  to  emotional 
maladjustments  in  the  home.  Many  of  the  children  showed 
more  than  one  behavior  manifestation.  Also,  it  should 
be  noted  that  a behavior  symptom  is  sometimes  caused, 
not  by  one  single  factor,  but  may  be  the  results  of  the 
interplay  of  several  stresses.  We,  therefore,  can  only 
say  that  certain  things  are  factors  which  result  in  the 
child’s  behavior.  Children  are  extremely  sensitive  and 
watchful  of  adult  reactions  and,  therefore,  often 


reflect  the  emotional  conflicts  of  the  parents.  They 
are  also  easily  influenced  by  such  strains  as  insecurity. 
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lack  of  affection,  and  rejection,  although  these  factors 
may  be  quite  unknown  to  the  parent*  Every  child  has 
three  basic  needs: 

1.  security 

2.  affection 

3*  freedom  of  the  opportunity  to  develop. 

If  the  child  is  deprived  of  any  one  of  these  three 
factors,  or  if  one  or  more  of  these  factors  are  threat- 
ened by  an  outside  influence,  the  child  usually  reacts 
to  the  situation,  often  in  a socially  unacceptable  way. 
Behavior  is  always  meaningful  to  the  child. 

Of  the  cases  that  were  studied,  twenty-four 
were  full  service  cases  and  contain  a full  social 
history.  Twelve  were  short  service  cases  in  which  a 
full  social  history  was  not  required.  They  include 
twelve  girls  and  twenty-four  boys.  All  the  patients 
have  an  Intelligence  Quotient  of  normal  or  above.  There 
were  two  very  superior,  six  superior,  and  three  dull 
normals.  The  remaining  twenty-four  were  within  the 
normal  range. 

The  problems  for  which  the  children  were 
referred  fell  within  three  major  groups: 
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1.  speech  defects 

2.  poor  school  adjustment 

3.  behavior  and  personality  defects* 

Often  during  the  treatment  process  it  is  found  that  a 
child  has  more  than  one  behavior  symptom. 

Of  the  thirty-six  cases  studied,  nine  were 
referred  because  of  speech  defects.  Pour  cases  named 
health  agencies  as  the  source  of  referral.  Three  were 
referred  by  friends  of  former  clients,  one  by  a 
physician,  and  one  by  a family  agency. 

There  were  fourteen  cases  of  poor  school 
adjustment  and  ten  were  referred  by  different  schools, 
two  by  former  clients,  one  by  a health  agency,  and  one 
by  a children’ s agency. 

Thirteen  were  referred  because  of  behavior  and 
personality  problems.  Five  of  these  cases  were  referred 
by  health  agencies,  two  by  physicians,  two  by  children 
agencies,  one  by  the  court,  and  one  by  a former  client. 

From  the  sources  of  these  cases,  it  would  seem 
apparent  that  health  agencies  and  school  s make  the  most 
use  of  the  Child  Guidance  Clinics. 
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CHAPTER  VI 


NINE  CASES  REFERRED  FOR  SPEECH  DIFFICULTIES 

The  normal  child  usually  begins  to  talk  at 
fifteen  months.  If  speech  is  retarded  a year  or  more, 
the  child  should  be  examined  by  a physician  or 
specialist  if  possible.  There  are  five  possible  causes 
for  delayed  speech: 

I 

1.  lack  of  mental  development 

l| 

2.  lack  of  necessity  for  speech 

5.  continued  illness  with  extreme 
malnutrition  during  infancy 

4.  unhealthy  attitudes 

5.  deafness. 1 

The  development  of  speech  may  be  retarded 
because  of  a brain  injury  or  defect;  for  example,  speech 
retardation  caused  by  spastic  paralysis.  The  second 

I 

cause,  or  the  lack  of  necessity  of  speech,  is  brought 

about  by  over-solicitous  parents,  who  do  so  much  for 

■ 

the  child  that  they  hamper  his  independent  development. 


1 Smiley  Blanton  and  Margaret  Grey  Blanton, 
Child  Guidance.  New  York:  The  Century  Company,  1927, 

p.~  R5. 
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Speech  develops  as  a response  to  definite  needs.  The 
third  cause,  of  continued  illness  and  malnutrition, 
might  cause  organic  retardation.  The  fourth  cause,  of 
unhealthy  attitudes,  may  be  illustrated  by  extreme 
negativism,  when  the  child  refuses  to  talk.  This  is 
usually  caused  by  emotional  conflicts,  and  the  fifth  and 

| 

last  cause,  that  of  deafness,  is  self-explanatory. 

Treatment  of  speech  difficulties  may  take  two 

forms: 

1.  phonic  reeducation 

2.  in  cases  of  emotional  conflicts-- 
emotional  reeducation  through 
manipulation  of  the  environment 
and  psychotherapy. 

Two  of  the  most  common  speech  defects  are: 

1.  stuttering  or  stammering 

2.  substitution  or  omission  of 
letter  sounds. 

Stuttering  is  often  due  to  an  emotional  blocking. 

I * ! 

Such  symptoms  as  timidity,  strong  feelings  or  inferiority 

i 

or  inadequacy  are  often  found  in  the  background.  Those 
who  stutter  are  usually  extremely  sensitive  to  social 
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situations.2 


The  substitution  and  omission  of  letter  sounds 
is  often  due  to  the  retention  of  infantile  speech  habits 
due  to  immature  emotions. 


The  exact  cause  for  speech  defects  is  not  known. 
However,  there  are  two  outstanding  points  of  view.  The 
first  is  that  it  is  due  to  a neurological  defect,  and 
the  second  belief  is  that  it  is  due  to  emotional  factors 

. i 

or  faulty  mental  hygiene. 


We  find  that  the  groups  of  children  who  are  re- 
ferred to  clinic  because  of  speech  defects,  make  up  a 
relatively  large  proportion  of  the  intake  cases.  Of  the 
thirty-six  treatment  cases  accepted  by  the  West  End 
Clinic  during  the  fiscal  year  of  1944,  nine  were  referred 
because  of  speech  defects;  or  in  other  words,  speech 
cases  make  up  twenty-three  per  cent  of  the  treatment 
cases. 

Of  the  nine  cases  studied,  five  were  short 
service,  and  four  were  full  service  cases  containing  full 


2 Ibid. , p.  109 


social  histories#  The  West  End  Child  Guidance  Clinic 
includes  a speech  therapist  who  is  assisted  by  several 
students.  All  of  these  cases  received  speech  therapy. 
The  patients  included  five  boys  ages,  three,  four,  six, 
seven,  and  seventeen;  and  four  girls  ages,  three, 
sixteen,  and  two  of  eight  years. 

Three  of  these  nine  children  came  from  homes 
where  there  was  evidence  of  marital  disharmony, 
including  quarreling  and  bickering  between  the  parents. 
One  child  was  from  a broken  home*  All  four  children 
were  found  to  have  personality  and  behavior  problems. 
One  child  was  found  to  have  temper  tantrums,  while 
another  showed  general  mischieviousness,  stubbornness, 
and  quarrelsomeness.  A third  child  had  enuresis,  and 
the  four  child,  who  was  from  the  broken  home,  was 
inhabited,  shy,  and  sensitive. 

One  of  the  five  remaining  children  was  an  only 
child  with  over-solicitous  parents  and  was  a behavior 
problem  because  of  temper  tantrums.  Another  of  these, 
was  a victim  of  spastic  paralysis,  and  one  case  of 
stuttering  was  thought  to  be  due  to  the  imitation  of  a 
playmate.  The  two  remaining  cases  showed  no  pertinent 
or  significant  emotional  factors.  All  the  nine  cases 
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were  friendly  and  responsive-  in  their  social  relations, 
and  none  were  considered  to  be  poor  mixers  socially# 

Six  children  who  were  of  school  age,  exclusive 
of  the  child  with  spastic  paralysis,  three  of  these 
showed  no  school  maladjustment,  but  three  were  showing 
evidence  of  school  difficulty,  that  might  have  been 
connected  with  the  speech  defect# 

It  is  interesting  to  note  that  four  out  of  nine 
of  the  speech  cases  came  from  homes  where  there  were 
poor  parental  relations  and  all  of  these  children  showed 
personality  and  behavior  problems  apart  from  the  speech 
defect#  Of  the  remaining  five,  one  of  which  was  spastic, 
only  one  showed  outstanding  behavior  symptoms  and  he  was 
an  only  child  of  over-solicitous  parents.  All  nine  of 
these  children  came  from  materially  adequate  homes, 
except  the  child  from  the  broken  home# 
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CHAPTER  VII 

FOURTEEN  CASES  REFERRED 
FOR  POOR  SCHOOL  ADJUSTMENT 

A.  Use  of  the  Child  Guidance  Clinic  by  the  school. 

The  schools  are  increasingly  making  more  use 
of  Child  Guidance  Clinics.  Teachers  and  principals  are 
beginning  to  recognize  signs  of  maladjustments,  and  the 
importance  of  tracing  the  symptoms  to  their  sources* 
Maladjustments  to  the  school  situation  are  often  due  to 
much  deeper  emotional  disturbances  which  become  apparent 
when  a child  makes  a poor  adjustment  when  starting 
school*  Because  of  the  school’s  place  in  the  develop- 
ment and  training  of  a child,  they  are  in  an  ideal 

Ij 

position  to  recognize  symptoms  of  emotional  disorders 
that  are  often  apparent  in  a child* 3 adjustment  to  the 
school  situation.  When  a youngster  enters  school,  he  i® 
forced  to  make  his  first  independent  adjustment  away 
from  the  protection  of  his  parents  and  his  home. 

The  Child  Guidance  Clinic  is  also  helpful  in 
i diagnosing  special  handicaps  that  might  be  causing  a 
child  to  show  retardation  in  school.  Reading  disabil- 
ities are  common  and  are  sometimes  due  to  eye  defects 
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or  faulty  basic  training.  Clinics  are  often  able  to 


detect  physical  disorders,  such  as  poor  eyesight, 
deafness,  or  actual  nervous  disorders  which  hinder  a 
child’s  school  adjustment.  The  school  referrals  are 
usually  of  two  major  types;  the  first  being  behavior 
problems,  as  over-aggressiveness,  or  lack  of  initiative, 
and  secondly,  retardation  due  to  lack  of  ability,  poor 
concentration,  and  various  personality  problems  such  as 
general  immaturity,  and  inability  to  break  away  from 
strong  parental  ties. 

Approximately  one-third  of  the  treatment  cases 
accepted  by  the  West  End  Clinic  during  the  year  1944, 
were  referred  because  of  poor  school  adjustments,  or  in 
other  words,  fourteen  of  the  thirty-six  cases  studied 
were  school  problems.  Of  these  fourteen  cases,  ten  were 
full  service,  and  four  short  service.  The  majority  of 
school  referrals  are  children  between  the  ages  of  five 
and  seven. 

B.  Cases  Referred  for  Retardation- 

Eight  of  the  fourteen  cases  were  referred  be- 


cause of  retardation  or  poor  school  work.  Four  of  these 
were  found  to  have  a reading  disability.  In  order  to 


40 


cope  with  reading  disabilities,  the  West  End  Clinic 
provides  the  services  of  a tutor.  One  patient,  having 
a reading  disability,  was  found  to  be  of  borderline 
intelligence,  and  was  also  found  to  have  a speech  defect. 
It  was  noticed  that  another  needed  glasses,  and  when 
these  were  procured,  his  work  improved. 

. 

The  third  patient  was  an  only  child  and  had  a 
personality  problem  of  protective  and  attention  getting 
lying.  There  had  been  much  anxiety  and  tension  in  the 
j home  because  of  the  child’ s school  work. 

The  fourth  child,  also  found  having  a reading 
disability,  had  a superior  I.  Q.  However,  he  was 
sensitive  and  immature  as  he  had  been  badly  pampered 
until  the  birth  of  a new  baby  when  he  was  eight  years 
old.  He  is  sensitive,  shy,  and  a poor  mixer. 

Of  the  remaining  four  who  v/ere  referred  because 
of  poor  school  work,  one  was  immature.  The  child  was 
i seven  years  younger  than  her  older  sibling,  and  had  been 
so  babied  and  catered  to  by  over-solicitous  parents 
and  siblings,  that  the  youngster  had  not  developed  in- 
dividuality or  initiative. 


The  second  child  of  this  group  was  the  only  child 


41 


of  extremely  apprehensive  parents,  who  finally  made  a 
good  adjustment  with  a change  of  teachers* 

The  next  youngster  had  a great  deal  of  anxiety 
concerning  his  mother's  health.  A year  or  so  previously, 
he  and  his  mother  had  been  in  an  automobile  accident. 

His  mother  had  been  seriously  injured  requiring  many 
periods  of  hospitalization.  The  child's  school  work 
declined  considerably  during  the  periods  his  mother  was 
in  the  hospital* 

The  fourth  and  last  patient  of  this  group  was  a 
twelve  year  old  boy,  who  had  not  been  functioning  up  to 
his  ability,  due  to  preoccupation  with  friends  and  social 
matters. 

It  is  worth  our  notice  that,  of  the  eight  children 
referred  because  of  poor  school  work,  two  were  only 
children  of  extremely  apprehensive  parents  who  created 
a great  deal  of  tension  and  anxiety  by  focusing  too  much 
attention  on  the  child's  poor  school  work,  making  one 
child  resort  to  protective  and  attention  getting  lying. 

It  should  also  be  noted  that  two  children 
appeared  to  be  retarded  because  of  general  immaturity 
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brought  about  by  over-solicitous  parents.  One  of  these 
two  children  was  having  difficulty  in  making  good  social 
relations  and  was  withdrawn  and  sensitive* 

Of  the  other  four  cases  of  school  retardation, 
mentioned  above,  one  was  caused  by  anxiety  over  his 
mother’s  health,  brought  about  by  the  traumatic  exper- 
ience of  an  automobile  accident,  while  another  was  due 
to  borderline  intelligence  and  speech  defect,  while  still 
another  was  due  to  poor  eyesight,  and  the  last  to  pre- 
occupation with  social  matters* 

C*  Cases  Referred  for  Misconduct. 

Six  cases  were  referred  because  of  misbehavior  in 

school*  Of  these,  two  were  the  direct  results  of  over- 

. 

protection,  which  fostered  immaturity  in  the  child.  One 
child  reacted  by  vomiting  in  school,  and  was  mocked  by 
the  other  children  because  of  her  immaturity.  The  other 
child  would  run  home  at  recess  time.  Because  of  her 
immaturity,  she  had  difficulty  making  her  first  break 
from  home  and  parents. 

A third  child  had  a different  reaction  to  the 
over-protection  and  indulgence  of  his  mother.  After  the 
death  of  his  father,  the  child  became  the  center  of  his 
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mother's  attention.  His  behavior  was  more  aggressive. 

He  was  demanding  and  bullied  other  children. 

Another  child  was  referred  for  unassertiveness 
in  school.  From  a home  call,  it  was  learned  she  had  an 
inferiority  complex  due  to  the  domination  and  over- 
whelming  personalities  of  her  father  and  sister. 
Criticism,  fussing,  and  scolding,  added  to  the  problem. 

Because  of  tenseness  in  school,  and  a neurotic 
habit  of  banging  her  head  before  falling  asleep,  the 
next  child  was  referred  to  the  clinic.  It  was  felt  that 
this  situation  had  been  exaggerated,  and  too  much  had 
been  made  of  the  head  banging. 

The  last  case  referred  because  of  school  be- 
havior, was  that  of  a child  who  had  been  the  center  of 
attention  in  the  home  until  the  birth  of  two  younger 
siblings.  His  behavior  was  thought  to  be  for  the  purpose 
of  obtaining  the  limelight.  There  was  also  a great  deal 

of  conflict  in  the  home  over  the  method  of  discipline. 

* 

D.  Summary. 

In  looking  over  the  fourteen  cases  referred  for 
poor  school  adjustment,  we  find  that  four  children  were 
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having  trouble  adjusting  to  the  school  situation  because 
of  general  immaturity  fostered  by  over-protection  in  the 
home.  This  group  make  up  twenty-nine  per  cent  of  those 
referred  for  unsatisfactory  school  adjustment.  These 
children  were  withdrawing  from  the  school  situation. 
Three  of  these  four  cases  were  girls. 

Two  youngsters  had  been  made  the  center  of 
attention  in  the  home  and  their  behavior  was  more 
aggressive,  and  took  the  form  of  misbehavior,  over- 
assertiveness  and  bullying.  One  of  these  two  children, 
both  of  whom  were  boys,  was  deprived  of  the  position  of 
being  the  center  of  attraction  by  the  birth  of  two 
younger  children,  and  had  resorted  to  misbehavior  as  a 
means  of  gaining  attention. 

Two  cases  were  the  only  children  of  over-anxious 
parents,  who  had  created  a great  deal  of  tension  in  the 
home,  and  had  been  pushing  the  children  beyond  their 
ability. 

In  four  of  the  six  remaining  cases  there  was 
found  no  emotional  factor  in  the  difficulty  of  adjusting 
to  school.  Of  these  four  children,  one  was  limited  by 
borderline  intelligence  and  a speech  defect;  another  was 
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handicapped  by  poor  eyesight;  and  the  third  had  done 
well  until  he  entered  Junior  High  School,  at  which  time 
he  became  preoccupied  with  social  affairs.  In  the 
fourth  case,  it  was  thought  the  problem  had  been 
exaggerated. 

It  was  felt  that  the  difficulty  of  the  two 
remaining  children  was  due  to  an  emotional  basis  caused 
bys 

1.  anxiety  due  to  a traumatic  experience 

2.  inferiority  complex  due  to  conflicts 
with  the  overwhelming  personalities 
of  a sister  and  father. 

In  ten  of  the  fourteen  cases,  we  find  an 
emotional  factor  which  was  influencing  the  child's 
problem  of  adjusting  to  the  school  situation.  In  nine 
cases,  the  emotional  difficulty  was  caused  by  poor 
parent  child  relationship. 
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CHAPTER  VIII 


THIRTEEN  CASES  REFERRED  AS  BEHAVIOR  PROBLEMS 
A.  Behavior  Symptoms. 

’'’Tien  children  meet  a difficulty,  they  respond  in 
a variety  of  ways.  The  new  situation  necessitates  an 
adjustment,  or  a modification  of  behavior.  If  a child 
is  frustrated  and  is  not  able  to  obtain  satisfaction  of 
a need,  he  is  likely  to  resort  to  a substitute  satisfac- 
tion, which  might  be  regarded  as  ah  attempt  to  defend 
himself  from  the  conflict.  Some  forms  of  defensive 
behavior  are  over-aggressive  and  antisocial,  as  stubborn- 
ness, stealing,  bullying,  or  ’’showing  off”.  Other  forms 
of  defensive  behavior  are  more  passive  and  withdrawing. 
Most  defense  mechanisms  overlap,  and  more  than  one  form 
of  aberrant  behavior  is  found  in  the  same  child.  In 
adjustive  behavior,  the  physiological  drives,  such  as 
hunger  and  thirst,  do  not  seem  to  play  an  important 
part.  However,  the  strong  social  motives  that  are  de- 
rived largely  from  emotional  reactions  are  frequently 
thwarted,  and  give  rise  to  the  need  for  adjustment. 

These  motives  include  the  needs  for  prestige  or  social 
recognition,  for  security,  for  pre-eminence  or  mastery, 
and  for  affection.  Because  of  the  strength  of  these 
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motives,  and  because  they  are  so  frequently  thwarted, 
they  are  basic  to  many  adjustment  problems  of  childhood,  **■ 
If  a child  is  repeatedly  frustrated,  he  may  develop  an 
attitude  of  fear  which  he  may  attempt  to  overcome  by 
gaining  his  ends  unsocially,  or  by  some  other  undesirable 
substitute  form  of  adjustment.  The  child  may  adopt  un- 
satisfactory  ways  of  attaining  satisfaction,  very  early 
in  life.  For  example,  if  an  infant  is  picked  up  and 
petted  when  it  cries,  it  soon  learns  that  it  is  able  to 
get  desired  attention  by  crying.  The  over-solicitous 
parent  reinforces  the  pattern  by  catering  and  responding 
to  the  attention  getting  mechanism.  The  defense 
mechanism,  which  the  child  adopts,  often  becomes  a 
crystalized  part  of  his  later  personality,  or  it  may 
become  a fundamental  pattern  of  behavior.  The  task  of 
guiding  the  development  of  the  child* s personality  traits 
and  habits  of  adjustment,  falls  largely  upon  the  parents, 
the  school,  and  other  community  organizations.  Each 
should  recognize  its  responsibility  in  the  mental  hygiene  ! 
of  a child,  and  guide  him  to  adjust  in  such  a way  as  to 


1 Fowler  D.  Brooks,  Child  Psychology,  p.  453. 
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avoid  conflicts,  and  strains 


The  essentials  of  mental  health  are  in  addition 
to  physical  health: 


1.  play  and  recreational  activities  with 
children  of  their  own  age 

2.  contact  with  wholesome  and  useful 
activities 

3.  home  and  school  environment  free  from 
worry  and  emotional  tensions  and  up- 
heavals 

4.  useful  habits  and  skills 

5.  freedom  and  responsibility 

6.  self-confidence  and  control 

7.  alertness  to  child’s  patterns  of 
response  which  insures  immediate 
attention  to  adaptive  difficulties 

8.  appropriate  psychological  and 
psychiatric  care  as  needed. ^ 


The  importance  of  the  home  in  the  child's 
adjustment  cannot  be  minimized.  The  Child  Guidance 
Clinic  represents  a community  agency  that  offers 
psychiatric,  social,  and  psychological  service  to  aid 


2 Ibid,  p.  497 


• •:  ■ ’ ..'o'  r,1  • c j : 


' 

: 'l  T ;d.  ' r l r.  n ■*. ; c;‘ 

r 1 '•  i • r . 7 3D  :c  •.  ,*i  ; ;f 

9 1 r .e  •. 7 \ 7 : c r 

"x 

etc*  v c 3 

. 

••  . ' , ..  ;t  :c 

3 ’ V'  3 ! 

3 • ~ ~ ' . ' ' . '•  f 

:r*o  . b O'i  ’ 

■ ; - " >7. 

' ’ s .7 

c-J  •:  : : or:  f mao  ■:  ■■•i 

3 : 7 r •:  7 " r 0 4 v.  . \ 

" 0 : ' 

. : *7  • 

3 ’ a ’ .1  • ■'  dx.  j nt  ? ori  .'7  -vv  r.  •.  4 c * orr:'.' 

. • 

' - 7 • ,0  1 ~ • • ; • . D ■ 77  1 r 7 

• ..  e " jc-  . : . . ' ‘ '•  t • ‘ L ■!_  . 


, ‘ 


the  early  guidance  of  the  child 


Referrals  for  behavior  problems  made  up  about 
thirty-six  per  cent  of  the  treatment  cases  accepted  by 
the  West  End  Clinic  during  the  fiscal  year  of  1944. 

This  percentage  would  be  even  higher  if  we  considered 
the  speech  cases  which  also  presented  behavior  problems, 
and  the  problems  of  school  adjustment  that  were  fund- 
amentally caused  by  behavior.  Out  of  the  thirteen  cases 
studied,  the  total  number  of  treatment  cases  referred 
because  of  behavior  problems  to  the  West  End  Clinic 
during  the  fiscal  year  of  1944,  there  were  twelve  boys 
and  just  one  girl.  The  referrals  included  three 
children  four  year*  of  age,  two  of  five  years,  two  six 
years,  three  seven  years,  two  eight  years,  and  one  nine 
years.  Ten  out  of  the  thirteen  cases  were  referred  be- 
cause of  aggressive  behavior  of  one  type  or  another, 
and  as  was  pointed  out  before,  they  revealed  more  than 
one  form  of  symptomatic  behavior.  The  other  three  cases 
had  more  passive  forms  of  behavior  symptoms.  All  but 
one  were  full  service  cases. 

B.  Home  conditions. 


Six  out  of  the  thirteen  cases  were  from 
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materially  adequate  homes.  Three  were  from  marginal 
homes  which  were  crowded  or  poorly  furnished.  Four 
children  were  from  poorly  kept  homes  or  homes  with 
low  standards. 

Three  children  had  come  from  broken  homes  and  in 
four  cases  there  was  a great  deal  of  marital  discord. 

Six  children  we re  from  fairly  adequate  homes  with  both 
parents  present.  In  other  words  about  fifty-four  per 
cent  of  the  treatment  cases  referred  to  the  West  End 
Clinic  during  the  fiscal  year  of  1944  because  of  be- 
havior problems,  were  from  broken  homes  or  homes  with 
poor  parental  relations. 

The  three  children  who  were  from  homes  with 
extremely  poor  standards  were  apparently  serious  problems 
The  first  was  referred  because  of  lying,  enuresis, 
heedlessness,  setting  fires,  and  a question  of  sex 
delinquency.  This  boy  was  an  illegitimate  child  now 
eight  years  old.  He  had  been  in  three  foster  homes 
before  the  age  of  three.  During  that  time  his  mother 
was  in  a womens’  reformatory  on  a charge  of  immorality. 
She  was  declared  to  be  feeble  minded.  She  had  married  a 
man  also  of  limited  intelligence  who  had  difficulty  in 
accepting  the  boy.  Because  of  the  quarreling  which  the 
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boy’s  presence  in  the  home  had  caused,  the  mother  also 
rejected  the  child.  This  boy  was  reacting  to  a very 
unhealthy  situation. 

The  second  child,  who  was  from  an  ill  kept, 
neglected  home,  was  the  middle  of  three  children.  The 
mother  favored  the  older  child,  and  the  father  favored 
the  younger.  There  was  a great  deal  of  friction  in 
the  home,  and  both  the  mother  and  the  father  went  out 
with  others  of  the  opposite  sex.  The  mother  was  con- 
sidered psychotic,  or  mentally  ill.  She  complained 
about  certin  symptoms,  such  as  "noises"  in  her  head, 
which  began  with  her  last  pregnancy.  It  might  also  be 
significant  in  regards  to  parental  relations,  that  this 
was  a forced  marriage.  The  child's  symptoms  took  the 
form  of  truancy,  stealing,  poor  school  adjustment,  and 
disobedience. 

The  third  child  who  had  been  committed  to  the 
Division  of  Child  Guardianship  as  a neglected  child,  had 
been  only  six  months  in  the  home  of  his  mother  and  his 
stepfather,  who  was  serving  in  the  Navy.  This  child  was 
born  two  months  after  the  mother's  marriage  to  her 
first  husband  who  denied  the  paternity  and  left  the 
mother  a few  days  after  the  marriage.  He  later  obtained 
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a divorce.  The  mother  had  two  children  hy  the  second 
marriage.  She  had  been  working  in  a cafe,  and  the  home 
and  children  were  quite  neglected.  The  mother  accused 
this  boy  of  the  following  delinquencies;  setting  fires, 
lying,  stealing,  and  truanting.  When  the  social  history 
was  taken,  no  evidence  was  found  that  the  child  was  a 
behavior  problem.  He  was  reported  to  be  well  behaved, 
quiet,  and  demure,  by  every  one  but  his  mother.  Clinic 
contacts  substantiated  these  findings.  The  school  re- 
ported that  the  child  was  doing  well  and  was  no  problem. 
The  principal  related  how  the  mother  had  kept  the  child 
out  of  school  until  the  truant  officers  forced  her  to 
send  him.  He  also  told  of  the  mother  requesting  that  the 
child  be  demoted, although  he  was  getting  along  well.  In 
this  case,  we  find  extreme  re  jectiomand  the  problem 
obviously  was  within  the  mother  and  not  the  child. 

C.  Rejection. 

Seven  of  the  thirteen  children  who  were  referred 
as  behavior  problems  showed  evidence  of  rejection  by  one 
or  both  parents.  All  of  these  children  were  made 
conscious  of  parental  rejection  by  the  outward  reactions 
of  the  parent  towards  them.  For  example,  one  mother 
openly  expressed  to  the  child,  the  wish  that  he  were 
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dead.  Another  mother  was  unable  to  accept  any  display 
of  affection  from  her  son,  which  enraged  him,  and  brought 
on  more  aggressive  behavior.  These  seven  children  met 
rejection  with  aggressiveness. 

D.  Predominance  of  Aggressive  Problems. 

All  of  the  ten  children  referred  for  aggressive 
behavior  except  the  three  from  the  homes  of  very  poor 
standards,  and  who  were  reported  to  be  showing  more 
serious  problems,  were  referred  because  of  such  behavior 
as  disobedience,  stubbornness,  demanding  behavior,  and 
temper  tantrums. 

The  three  that  were  referred  for  less  aggressive 
behavior  included  the  one  girl  who  was  referred  as  a 
behavior  problem  which  took  the  form  of  hypersensitivity, 
extreme  maternal  dependence,  poor  school  adjustment, 
crying  easily,  or  attention  getting  behavior.  This 
child’s  behavior  was  due  to  immaturity. 

One  boy  was  referred  for  extremely  effeminate 
actions,  preference  for  the  company  of  girls,  stubborn- 
ness, untruthfulness,  and  poor  social  adjustment.  This 
child  was  from  a crowded  home,  which  was  temporarily 
broken  by  the  father’s  absence  as  he  was  drafted  into 
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the  armed  forces.  There  were,  poor  sleeping  arrange- 
ments, and  the  child,  who  was  eight  years  old,  slept 
with  his  five  year  old  sister.  The  boy  had  also  an 
unfortunate  sex  experience  when  he  saw  an  elderly  man 
attempt  to  attack  his  little  sister.  A short  time  after, 
this  same  man  took  the  eight  year  old  boy  up  to  his 
room,  but  was  alarmed  by  the  cries  and  protests  of  an 
older  brother,  and  the  child  was  released  before  anything 
occurred*  The  child’s  effeminate  behavior,  and  pre- 
ference for  the  company  of  girls,  and  his  stubbornness 
was  probably  the  results  of  the  interplay  of  the  various 
factors  including  a poor  home  with  undesirable  sleeping 
arrangements,  the  traumatic  sex  experience,  and  the 
temporarily  broken  home* 

The  third  child  was  referred  because  of  fears, 
stubbornness,  sleeplessness,  and  jealousy.  This  child’s 
neurotic  fears  took  the  form  of  nightmares  of  trains  and 
engines  coming  into  his  room.  The  nightmares  were 
traced  to  the  fact  that  the  father  was  a car  conductor, 
and  often  talked  about  train  accidents  in  front  of  the 
child.  This  child’s  fears  were  eliminated  by  the 
psychological  method  of  reconditioning.  The  parents  were 
told  not  to  mention  train  accidents  before  the  child. 


and  they  purchased  an  electric  train  for  the  boy.  His 
fears  were  completely  eliminated  by  the  pleasure  he  re- 
ceived from  playing  with  the  toy  train.  His  stubborn- 
ness and  jealousy  were  thought  to  be  due  to  the  reaction 
to  the  over-protection  of  a neurotic  mother. 

E.  Parental  Personality  Factors  Influencing  the  Child’s 
Behavior . 

Out  of  the  thirteen  cases,  there  was  only  one 
case  where  the  parents  were  comparatively  satisfactory, 
with  no  personality  factors  or  characteristics  which 
would  have  an  influence  on  the  child’s  behavior.  In 
two  cases,  the  parents  showed  no  outstanding  disturbing 
personality  factors  in  themselves,  but  the  difficulty 
seemed  to  lie  in  the  parental  relations.  One  mother 
was  vindictive  in  her  neglect  and  rejection  of  the  child 
who  was  found  to  show  none  of  the  symptoms  reported  by 

| 

her.  One  mother  was  feeble  minded,  and  the  step-father 
did  not  accept  the  child.  One  mother  was  definitely 
psychotic  complaining  of  ’'noises"  in  her  head,  while 
still  another  mother  was  neurotic  with  a great  deal  of 
anxiety.  In  the  remaining  seven  cases,  one  or  both 
parents  displayed  personality  factors  such  as  over- 
anxiety, worrisomeness,  tenseness,  or  ill  health,  which 
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affected  or  aggravated  the  child1 s problem.  In  con- 
sidering the  foregoing,  it  is  well  to  note  that  there 
was  a tendency  for  the  case  records  to  emphasize 
negative  factors. 

F.  Summary. 

In  studying  the  referrals  for  behavior  problems, 
it  is  interesting  to  note  that  the  referrals  consist 
of  the  more  aggressive  problems,  although  the  child  who 
is  extremely  withdrawn  and  passive,  is  just  as  great 
a problem  as  an  over-aggressive  child.  It  has  been 
said  that  from  the  standpoint  of  mental  health,  it  is 
better  to  be  too  aggressive,  than  not  to  be  aggressive 
enough.  However,  the  passive,  withdrawn,  inhibited, 
child  creates  little  disturbance  through  misbehavior, 
and,  therefore,  is  not  recognized  as  a problem.  In  fact 
the  child  with  this  type  of  personality  problem  is 
usually  considered  well  behaved  by  adults  and  parents. 

In  summarizing  the  number  of  children  from 


3 Smiley  Blanton  and  Margaret  Grey  Blanton, 
Child  Guidance,  p.  247. 
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broken  homes  or  homes  with  poor  parental  relations,  we 
find  that  seven  out  of  thirteen  cases  were  from  homes 
with  inadequate  parental  relations.  We  also  find  that 
in  all  but  one  case,  the  child's  problem  was  aggravated 
by  parental  characteristics  such  as  tenseness,  anxiety, 
poor  health,  and  worrisomeness. 
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CHAPTER  IX 


SUMMARY  AND  CONCLUSIONS 

The  Child  Guidance  Clinic  was  organized  to 
answer  a community  need.  The  program  was  primarily  a 
recognition  of  the  need  for  prevention  of  the  early 
personality  and  behavior  problems  of  children.  The 
mental  hygiene  movement  had  brought  to  light  the 
importance  of  the  early  formative  years  of  a child's 
life,  and  the  part  which  emotional  development  plays 
in  the  formation  of  character  and  personality.  Through 
the  study  of  delinquency  problems,  it  was  learned  that 
many  of  these  cases  showed  early  signs  of  personality 
and  behavior  problems.  The  importance  of  recognizing 
these  early  signs  was  emphasized,  and  the  Child  Guidance 
Clinic  evolved  as  an  answer  to  the  need  for  preventive 
measures . 

In  connection  with  the  extent  to  which  the  clinic 
has  filled  its  purpose  in  meeting  a community  need,  it 
is  well  to  note  the  sources  of  referrals.  The  majority 
of  referrals  to  the  West  End  Clinic  during  the  fiscal 
year  of  1944  were  made  by  schools,  who  referred  approx- 
imately twenty-seven  per  cent  of  the  total  number  of 
cases  including  both  treatment  cases  end  diagnostic 


XI  <r  * D 


C i?  C ' ' " :>C  ' ' ' 

>•  :r  G:<  3 q . t. 

-,-r-  o 1 .*•  w k : :C 0 

. 

r t ■;  - v;  ore  ’•  rr_r  r : 

\ 

r ■ ' ' ' -*■  . . n ■ r 

. V ' " *r  [ ■ ■ '■  •'  ' * • rf 

'\ 

' ’ Mrr> '' 1 man 

•'  , ?.  ■' f 

’ 

. ' 

, I 00:  i ' y l 

. 

-'rtd-  :»  l ‘tub  0 }i\l  J r 

. low  lo  lao-^ 

- A • ’*  r 

0 ' 


■■r  •:  1*  p.  • 


cases.  Children's  agencies  referred  about  twenty -three 
per  cent  of  the  cases,  and  health  agencies  made  up 
nineteen  per  cent  of  the  referrals.  The  remaining 
thirty-one  per  cent  of  cases  were  referred  by  family 
agencies,  physicians,  friends,  relatives,  former  clients, 
and  the  court.  It  appears  that  the  schools,  children's 
agencies  and  health  agencies  are  foremost  in  their 
recognition  of  the  value  of  the  Child  Guidance  Clinic 
in  the  community.  However,  there  seems  to  be  a lack 
of  understanding  and  knowledge  among  individual  members 
in  the  community.  A more  efficient  program  of  community 
education  whereby  parents  would  be  acquainted  with  the 
purpose,  function,  and  value,  of  child  guidance  would 
be  of  value. 

The  ages  within  which  the  cases  fall  most  fre- 
quently are  three  to  nine  years  of  age,  for  it  is  during 
this  period  that  children  are  forced  to  make  many  social 
adjustments. 

Of  the  thirty-six  cases  studied,  we  have  found 
that  twenty-two  were  from  broken  homes,  homes  where  there 
were  poor  parental  relations,  or  homes  where  there  was 
evidence  of  poor  parent  child  relations.  Many  of  the 
children's  problems  were  thought  to  be  the  result  of  the 
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emotional  reaction  of  the  child  to  a situational  problem 
in  the  home,  or  to  the  tension  and  anxiety  created  by 
strained  parental  relations.  We  find  that  the  children 
seldom  show  a single  behavior  problem,  but  reveal 
several  behavior  symptoms  that  are  probably  due  to 
basic  emotional  disturbances  which  influences  their 
behavior  in  general. 

pour  of  the  nine  speech  cases  studied  were 
children  who  showed  more  basic  emotional  disturbances. 
These  four  children  were  from  homes  with  poor  parental 
relations,  and  all  of  these  children  showed  evidence  of 
behavior  and  personality  problems.  Of  the  remaining  five 
cases,  only  one  child  presented  a behavior  problem,  and 
this  one  was  an  only  child  of  over-solicitous  parents. 
This  would  seem  to  indicate  the  emotional  difficulties 
play  a part  in  speech  problems,  for  five  out  of  the  nine 
cases  showed  poor  home  relations  between  parents  and 
child.  Of  the  other  four  cases,  one  speech  defect  was 
due  to  spastic  paralysis,  one  was  due  to  imitation,  and 
in  the  other  two  cases  no  significant  factors  were 
found.  It  seems  obvious  that  anxiety,  due  to  poor  home 
situations  is  a factor  in  speech  problems. 

Of  the  school  referrals,  we  find  a predominance 
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of  cases  wherein  children  were  having  difficulty  in 
making  their  first  independent  adjustment  away  from  the 
protection  of  the  home.  This  reaction,  which  took  the 
form  of  withdrawal  from  the  situation,  was  due  to  the 
general  immaturity  of  the  child  which  was  fostered  by 
over-solicitous  parents* 

Approximately  one-third  of  the  treatment  cases 
accepted  by  the  West  End  Clinic  during  the  fiscal  year 
1944,  were  referred  because  of  poor  school  adjustment. 
Many  of  the  children’s  difficulties  in  school  were  due 
to  tangible  factors  such  as  a need  for  glasses  or  a 
poor  foundation  in  reading.  Two  of  the  children  were 
the  only  children  of  over-anxious  parents. 

Apparently  in  the  school  situation,  the  child 
who  is  immature  and  withdrawn  presents  the  greatest 
problem  of  adjustment.  When  one  considers  the  fact  that 
a child’s  adjustment  to  school  is  his  first  step  out 
into  the  world,  it  is  not  hard  to  see  why  these  children 
would  have  difficulty.  This  might  indicate  a need  for 
parents  to  prepare  the  child  for  the  new  experience  and 
adjustment  which  the  school  situation  necessitates. 


Ten  out  of  the  thirteen  cases  were  referred 
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because  of  aggressive  symptomatic  behavior.  It  is 
obvious  that  the  child  who  is  repressed,  withdrawn,  and 
unassertive,  is  not  considered  a behavior  problem  by 
adults.  It  is  when  the  child’s  behavior  becomes  socially 
unacceptable  that  the  adults  become  aware  of  a need  to 
do  something  about  it.  We  usually  find  that  only  in  the 
classroom  is  the  child,  who  is  withdrawn  and  unassertive, 
considered  a problem,  for  such  children  seldom  offer 
resistance  to  their  parents.  However,  the  child  who  is 
extremely  withdrawn  is  often  a larger  problem  in  later 
life,  than  the  individual  who  is  inclined  to  be  aggres- 
sive, as  he  ordinarily  does  not  make  as  good  a social 
adjustment.  People  should  be  taught  to  recognize  signs 
of  withdrawal  and  inhibition  and  to  consider  them  as 
serious  problems  as  extreme  aggression. 

Seven  children  who  were  behavior  problems  were 
rejected  by  one  or  both  parents.  All  of  these  children 
reacted  to  this  rejection  with  aggression  and  hostility. 

Of  the  thirteen  cases  referred  for  behavior 
problems,  seven  were  from  broken  homes  and  homes  in 
which  there  was  friction  due  to  poor  parental  relations. 
Three  of  the  thirteen  children  were  from  homes  of  very 
low  standards,  four  from  poor  homes,  and  six  from 
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materially  adequate  homes.  The  children  from  the  homes 
of  extremely  low  standards  appeared  to  show  the  most 
serious  behavior  symptoms.  It  would  appear  that  the 
home  and  the  personalities  in  the  home,  play  a major 
ro1  e in  the  emotional  development  of  a child* 

» 

If  we  are  to  prevent  serious  behavior  and  person- 
ality problems  from  developing  in  a child,  our  work 
should  begin  with  the  home  and  parental  relations.  For 
the  sake  of  the  children,  parents  should  be  brought  to 
an  understanding  of  the  effect  of  discord  between  parents 
on  the  child's  developing  personality.  Clinics  set  up 
similar  to  Child  Guidance  Clinics,  which  would  deal  with 
personality  difficulties  of  adults  and  parent  relation- 
ships might  be  helpful  collaborators  of  the  Child 
Guidance  Clinic,  although  the  public  would  need  a great 
deal  of  educating  before  they  would  freely  accept  the 
services  of  such  clinics* 

In  the  total  number  of  cases  studied,  we  find 
that  in  those  referred  for  speech  defects  and  behavior 
problems,  the  emotional  upheaval  caused  by  broken  homes 
and  poor  parental  relations  seems  to  be  apre-eminent 
factor.  In  cases  of  school  adjustment,  immaturity  due 
to  over-protection  appears  to  be  the  outstanding  factor. 
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This  study  has  brought  out  the  importance  of  the  home 
and  parental  relations  in  the  development  of  a child,  as 
in  twenty-eight  of  the  thirty-six  cases  studied  we  find 
that  the  children  showed  emotional  problems  which  stemmed 
from  poor  home  conditions  such  as,  broken  homes,  poor 
parental  relations  and,  poor  parent  child  relations. 

The  parents  and  home  conditions  have  by  far  the  greatest 
influence  upon  the  development  and  adjustment  of  the 
child. 


Richard  K.  Conant,  Dean 
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